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Abstract
Smith, Melissa Nicole. MS. The University of Memphis. August 2014. Emotion
Regulation and Experiential Avoidance Overlap in Posttraumatic Stress Disorder. Major
Professor: Meghan McDevitt-Murphy, Ph.D.
This study aimed to elucidate the independent and synergistic effects of emotion
regulation (ER) deficits and experiential avoidance (EA) in the context of posttraumatic
stress disorder (PTSD). We addressed these questions in a sample of trauma-exposed
college students. Using a sample of 620 college students (75.6% female, 48.9%
Caucasian, 39.2% African American), all participants were trauma-exposed, in
accordance with criterion A for PTSD in the DSM-5. 163 (26.3%) participants screened
positive for PTSD. In correlational analyses, EA, ER, and PTSD showed largely strong,
positive relations to each other. Moderation analyses showed that ER difficulties were
predictive of PTSD severity only among individuals high in EA. Among those low in EA,
there was not a significant relation between DERS and PCL. This pattern held for full
scale DERS score as well as for two subscales: Nonacceptance of Emotional Responses,
and Limited Access to Emotion Regulation Strategies.
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Emotion Regulation and Experiential Avoidance Overlap in Posttraumatic Stress
Disorder
Posttraumatic stress disorder (PTSD) is one of the most common and debilitating
mental disorders with a lifetime prevalence in the United States of approximately 7%
(Kessler et al., 2005). PTSD is conceptualized as a response to a traumatic event, with
symptoms occurring in four domains: intrusion symptoms, avoidance, negative shifts in
mood and cognitive processes, and arousal and reactivity changes (American Psychiatric
Association, 2013; APA). A PTSD diagnosis requires exhibition of six symptoms across
these domains for one month following exposure to a traumatic event.
Two constructs have been introduced in the literature in recent years that may offer
some benefit in furthering the field’s understanding of PTSD: emotion regulation (ER)
and experiential avoidance (EA). ER includes the ability to control one’s emotional state
in order to act appropriately while having an understanding, awareness, and acceptance of
that emotional state (Gratz & Roemer, 2004), and EA is defined as an internal avoidance
of private psychological experiences (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996).
Some researchers have considered EA to be an ER strategy, while others claim it is a
more global trait. It is clear that EA and ER are related, but the extent to which these are
unique constructs has yet to be determined. Examining these constructs together, and how
they relate to posttraumatic stress disorder (PTSD) symptoms was the focus of the
present research.
Emotion Regulation and Posttraumatic Stress Disorder
Gratz and Roemer (2004) proposed a model conceptualizing ER as the ability to be
aware of, to understand, and to accept emotions and to act appropriately regardless of
one’s current emotional state. The regulation of emotions affects the “quality, intensity,
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timing, and dynamic features” of the expressed emotion (Thompson, 1994). Distressing
experiences, such as a traumatic event, can make everyday, emotion-related selfregulation strategies more difficult to employ, thus leading to an increased risk for
psychopathology. Diminished ability to regulate emotions had been linked to
psychopathology such as depression, anxiety, borderline personality disorder and
substance use disorders (see review in Berking & Wupperman, 2012) as well as PTSD
(Cisler, Olatunji, Feldner, & Forsyth, 2010). According to a PTSD field trial for the
DSM-IV, 70% of people with PTSD reported emotion regulation difficulties regardless of
trauma type (Van der Kolk, Roth, Pelcovitz, & Mandel, 1993).
Hyperarousal and Emotional Numbing. Hyperarousal and emotional numbing are
two key symptoms of PTSD. Hyperarousal symptoms, identified in criterion E, include
being easily startled, having difficulties sleeping, and having constant feelings of anxiety.
As part of criterion D, alterations in mood and cognitions, emotional numbing refers to
the decreased ability to feel emotions, especially positive. Both hyperarousal and
emotional numbing symptoms are directly related to affect and emotion regulation
difficulties (Lanius et al., 2010).
It seems that PTSD can affect one’s ability to both down- and up- regulate emotions.
In female victims of sexual assault, New et al. (2009) looked into the ER differences
between trauma-exposed PTSD-positive, trauma exposed PTSD-negative, and
nontraumatized females. The researchers presented the participants with neutral and
negative stimuli and asked them to “diminish,” “enhance,” or “maintain” their responses
to the stimuli. Then, using fMRI, participants’ ability to modify their emotional responses
to the negative pictures was assessed. The results indicated that nontraumatized
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participants were better able to downregulate their emotional state after viewing negative
stimuli than both the PTSD and non-PTSD groups. When asked to upregulate their
emotions, individuals in both the trauma exposed PTSD-negative and the nontraumatized
groups were better able to magnify their emotional responses to the negative stimuli,
compared to the PTSD-positive group. Thus the individuals who had no personal
experiences with trauma were able to reduce the intensity of their emotional response to
negative stimuli, while individuals who had been exposed to trauma (whether or not they
showed significant symptoms of PTSD) were not able. Further, individuals without
PTSD (whether or not they had experienced trauma) were better able to increase the
intensity of their responses to negative stimuli than those in the PTSD-positive group.
Thus, PTSD seemed to be associated with less ability to control negative emotions.
Maladaptive Emotion Regulation Strategies. Maladaptive strategies increase the
likelihood of developing psychopathology in response to a traumatic event. Amstadter
and Vernon (2008) compared what they called “modulation strategies”, both adaptive and
maladaptive. These strategies included thought suppression, emotion regulation
(including emotion suppression and reappraisal), as well as approach, avoidance,
emotion-focused, and problem-focused coping. They explored these constructs in a
sample of undergraduate students as part of a larger study on thought suppression. All
participants met criterion A (trauma exposure) for PTSD, and were assigned to either the
PTSD or non-PTSD group based on the PTSD Checklist (Weathers, Litz, Herman, Huska,
& Keane, 1993). As hypothesized, the PTSD group reported higher levels of depression,
anxiety and anxious arousal than the non-PTSD group. Furthermore, the PTSD group
differed from the non-PTSD group in the type of modulation strategies used. The PTSD
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group reported greater use of all modulation strategies, except for emotion suppression
and emotion reappraisal strategies, especially the conceptualized maladaptive modulation
strategies including thought suppression, and emotional avoidance coping. In a regression
model controlling for the other modulation strategies, thought suppression was a
significant predictor of PTSD. Although Amstadter and Vernon (2008) separated thought
suppression from emotion regulation, many researchers/theorists conceptualize thought
suppression as an emotion regulation strategy because thoughts are often linked to
emotions or emotional states.
PTSD Symptom Severity. ER difficulties have also been linked to PTSD symptom
severity. It is not just the case that ER difficulties are characteristic of people with PTSD,
but those who struggle more with ER tend to have more severe symptoms of PTSD. The
direction of this relation is still unclear, but some suggest it is bidirectional. That is,
further ER difficulties increase symptom severity, and the more serious the case of PTSD,
the more ER difficulties a person has.
Badour and Feldner (2013) investigated how emotional reactivity to a traumatic event,
(measured using subjective and physiological responses to script-driven imagery), and
emotion regulation difficulties each contributed to PTSD severity. Both emotional
reactivity and ER difficulties predicted PTSD symptom severity independently, as
indicated by the Clinician Administered PTSD Scale (Blake et al., 1995). ER difficulties
remained a significant predictor of PTSD severity even after controlling for emotional
reactivity. Furthermore, the interaction between level of reactivity and ER difficulties
(Blanchard, Jones-Alexander, Buckley, & Forneris, 1996) demonstrated that ER
difficulties combined with higher levels of emotional reactivity further contributed to
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PTSD severity. Consistent with Badour and Feldner (2013), Tull, Barrett, McMillan, and
Roemer (2007) found, in a sample of college undergraduates, that those who met criteria
for PTSD diagnosis reported more ER difficulties than those who exhibited a level of
PTSD symptoms that fell short of meeting the criteria. Specifically, lack of emotional
acceptance, impulse control difficulties, and lack of effective ER strategies were most
associated with PTSD severity. This finding held even when controlling for negative
affect, a construct known to be correlated with ER difficulties and anxiety pathology
including PTSD.
Experiential Avoidance and Posttraumatic Stress Disorder
Experiential avoidance (EA) has been defined as the “verbally mediated tendency to
escape or avoid private psychological experiences (thoughts, emotions, sensations,
memories, urges) by attempting to modify their “form, frequency, intensity, or situational
sensitivity even when doing so is futile or interferes with valued actions” (Boulanger,
Hayes, & Pistorello, 2010, p. 107). Although avoidance is a key aspect of PTSD, there
has been only limited research, to date, on the role of EA in PTSD. The avoidance
symptoms defined in criterion C can be internal (e.g., avoiding thoughts and feelings
related to the traumatic event) or they can be behavioral (e.g, avoiding external reminders
on the trauma). Interestingly, the emotional numbing symptoms were previously
clustered with the avoidance symptoms of PTSD in the DSM-IV. However, studies have
suggested that they have different underlying mechanisms and thus should be separate
from one another conceptually. Tull and Roemer (2003) investigated a sample of female
sexual assault victims to see if experiential avoidance accounted for the relation between
hyperarousal and emotional numbing symptoms and found that this was not the case. In
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that sample, however, EA did significantly predict emotional numbing symptoms better
than avoidance and intrusion symptoms.
EA has been found to be a good overall predictor of PTSD symptomology. In one
study, a group of trauma survivors completed measures at three time points addressing
PTSD symptoms, EA, and peritraumatic dissociation. EA was found to be a better
predictor of PTSD symptoms than peritraumatic dissociation at baseline, and remained a
significant predictor 4 and 8 weeks later when controlling for baseline PTSD symptom
severity (Marx & Sloan, 2005). These findings indicate that EA is a good predictor of
PTSD symptoms no matter the severity and EA may contribute to the maintenance of
PTSD symptomology across time. Similarly, war veterans divided into three groups
(PTSD, recovered PTSD, non-PTSD) were evaluated on the dimension of EA. The group
suffering from PTSD at the time of the study endorsed significantly higher use of EA
than the participants who had recovered from PTSD or who never developed PTSD
(Morina, Stangier, & Risch, 2008). This further supports that EA contributes to the
development and maintenance of PTSD.
EA may also interact with PTSD symptoms as a moderator and mediator to produce
further adverse outcomes. In a sample of trauma exposed college students, EA was found
to moderate the relationship between PTSD and posttraumatic growth, such that lower
levels of EA were associated with higher levels of posttraumatic growth. This result is
particularly interesting when considering that effective emotional regulation was not
found to contribute to posttraumatic growth. Together these findings suggest that
reducing emotional avoidance may be more important than effective ER skills with
respect to promoting posttraumatic growth (Wild & Paivio, 2004). In a mediation model,
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Kashdan, Morina, and Priebe (2009) demonstrated that EA partially accounted for the
relation between PTSD and quality of life in war veterans. Overall, EA seems to be
associated with a worse recovery from trauma.
Those with PTSD suffer from recurrent reminders, thoughts, feelings, and memories
resulting from the experienced traumatic event. In an attempt to control these, EA is often
employed. However, for recovery to occur, in therapy or otherwise, awareness and
acceptance of emotions is key. In support of this, Kashdan and Kane (2011) investigated
a college sample who reported experiencing a traumatic event. They found that EA
moderated the relation between posttraumatic distress (measured by the PCL) and
posttraumatic growth in that posttraumatic growth was influenced differentially by
increased posttraumatic distress, based on level of EA. Among those with low EA, there
was a stronger relation between posttraumatic distress and posttraumatic growth relative
to those with high EA.
Emotion Regulation and Experiential Avoidance
The constructs of emotion regulation (the alteration of feelings) and experiential
avoidance (the avoidance of emotions in stressful situations) have many similarities.
Some researchers have categorized experiential avoidance as an emotion regulation
strategy, and measures of the two constructs have been shown to be highly correlated
(Hayes et al., 2004). However, Boulanger et al. (2010) argued that, although experiential
avoidance is often considered an emotion regulation strategy, it is much more complex
and meaningful, stating: “Experiential avoidance is not a form of emotion regulation; it is
a common pathological function of particular emotion regulation strategies for many
people in many contexts” (Boulanger et al., 2010, p. 128). This is to say that when ER
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strategies promote experiential avoidance, they are more likely to be associated with
psychopathology.
With the theoretical background set out by Boulanger and colleagues, Kashdan,
Barrios, Forsyth, and Steger (2006) attempted to distinguish between ER and EA
empirically. They found EA to be a better predictor of anxiety-related pathology.
Furthermore, the effects of emotion regulation strategies on anxiety-related pathology
were either minimized or fully eliminated when controlling for EA. This suggests that EA
may play an important role in ER’s effect on psychological outcomes. Both EA and ER
have been found to be predictive of PTSD, and to mediate or moderate PTSD relations,
and both are intertwined in the symptomology of PTSD. However, aside from studies
looking at EA and ER separately to make inferences about how these two constructs
differ, and theoretical assumptions about the utility of both constructs in understanding
psychopathology, very few studies have looked directly and simultaneously at EA and
ER in psychopathology.
The Present Study
It is clear that ER and EA refer to overlapping processes, but the extent to which these
are unique constructs should be explored. The goal of the current study was to address
how ER and EA overlap, particularly with respect to PTSD and its symptoms, in a
sample of college students who have experienced psychological trauma. Our hypotheses
were as follows: 1) Measures of EA and ER and its subscales would be highly correlated.
2) EA and ER would be correlated with PTSD symptoms and EA would have a stronger
relation with overall PTSD symptomology and all PTSD symptom clusters than overall
ER and all ER subscales. 3)When comparing a PTSD-positive group with a PTSD-
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negative group, the PTSD-positive group would report more ER difficulties and engage
in more EA than the PTSD-negative group. 4) EA would moderate ER total score, and
ER subscales pertaining to limited access to ER strategies, and nonacceptance of ER
states predicting PTSD symptomology.
Method
Participants
The current study included college students who participated in an online study
entitled “Life Events and Emotional Responses” at the University of Memphis, a diverse,
urban university. A total of 833 participants completed the online questionnaires, and 620
participants were included in the present analysis because they met the DSM-5 criteria
for a traumatic event as described by criterion A for PTSD. Criterion A states that the
experienced trauma must have involved death, injury or the threat of death or injury to
the victim or another person (APA, 2013).
The sample was predominantly female (75.6%; n = 469). Reported ethnicities were
Caucasian (48.9%; n = 303), African American (39.2%; n = 243), “Other” (5.3%; n = 33),
multi-racial (1.9%; n = 12), Asian (1.6%; n = 10), Hispanic (2.4%; n = 15), Native
Hawaiian (0.2%; n = 1) and Alaskan (0.2%; n = 1). The mean age of the total sample was
20.67 years (SD = 4.67) with the range of ages spanning from 18 to 52. See Table 1 for
the breakdown of demographic variables.
Procedure
Participants were recruited using the SONA system (http://memphis.sonasystems.com) and were asked to give informed consent online. Upon receiving consent,
participants were directed to SurveyMonkey.com, a web-based survey tool, where
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questionnaires were to be completed. Following completion of the questionnaires
participants were debriefed and provided with a list of resources for further psychological
help. Participants were awarded 1 credit hour to go towards psychology courses that
required research participation.
Measures
For the purpose of this study, three online, self-report questionnaires concerning
emotion regulation, experiential avoidance and PTSD were analyzed from the initial
study, which consisted of nineteen questionnaires.
Acceptance and Action Questionnaire II (AAQ-II; Bond et al., 2011). The AAQ-II,
a measure of experiential avoidance, determines the extent to which a person avoids
emotions, thoughts, memories, etc. Items such as, “Emotions cause problems in my life”
and “I'm afraid of my feelings” are rated on a seven-point scale with “always true” and
“never true” being the two extremes. The AAQ-II was developed to improve upon the
frequently reported poor reliability and comprehension issues with the original AAQ
(Hayes et al., 2004). After comprehension (i.e. wording issues, etc.) were addressed, the
10-item AAQ-II was formed. Further psychometric analyses reduced this scale to seven
items. These seven items will be used to calculate a total score for this sample. A study
including clinical, college, and internet samples has shown that the AAQ has adequate
internal consistency and temporal stability (Boelen & Reijntjes, 2008). Construct validity
has been primarily been assessed by examining correlations between AAQ-II scores and
measures of depression, anxiety, and mindfulness (McCracken & Zhao‐O'Brien, 2010).
The internal consistency of the current sample was adequate (! = .66).
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Beck Depression Inventory-II, Revised (BDI-II; Beck, Steer, & Brown, 1996). The
BDI is a widely used self-report measure of clinical depression. The 21 items address
questions related to the attitudes, symptoms and severity of depression such as sadness,
irritability, self-dislike, loss of interest and suicidal thoughts or wishes. Participants
answer in terms of intensity with four responses ranging from “I do not feel sad” to “I am
so sad or unhappy I can’t stand it” for the sadness question. The BDI-II has been
validated as an adequate measure of depression given the high correlation (r = 0.83)
between it and the number of depressive symptoms endorsed via the Structured Clinical
Interview for DSM-IV Axis I disorders (SCID-I) (Sprinkle et al., 2002). The BDI has
consistently been reported to have high internal consistency, especially in college
populations with Chronbach’s Alpha scores above .90 (Dozois, Dobson, & Ahnberg,
1998). This sample reported excellent internal consistency (! =.92).
Difficulties in Emotion Regulation Scale (DERS; Gratz & Roemer, 2004). The
DERS is a comprehensive measure of emotion dysregulation. Its items are specific to
emotional awareness and understanding, emotional acceptance, goal-directed behavior,
impulsivity and use of effective ER strategies. Subscales are implemented within the
measure under non-acceptance, awareness, goals, impulse, strategies and clarity
categories. Participants rate 36 items on a 5-point scale ranging from “almost never” to
“almost always.” Reliability and validity was assessed in a sample of college
undergraduates. The DERS was correlated with the Generalized Expectancy for Negative
Mood Regulation Scale (NMR; Catanzaro & Means, 1990), a widely used measure of
emotion regulation, and measures of emotional expressivity and experiential avoidance
indicating construct validity. Test-retest reliability, as well as good internal consistency
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for the total score (! = .93) and the DERS subscales (! > .80) was established in this
college population (Gratz & Roemer, 2004). The internal consistency for the current
sample was found to be good (! = 89).
Posttraumatic Stress Disorder Checklist (PCL-5; Weathers et al., 2013). The PCL-5
is a 20-item self-report measure of PTSD symptomology adapted to directly correspond
to the 20 symptoms of PTSD according to the DSM-V. Participants endorse how
bothersome a symptom has been in the past month on a 5-point scale ranging from “Not
at all” to “Extremely.” A total symptom severity score (range = 0-80) and DSM-V
symptom cluster scores for each symptom cluster (intrusion symptoms, avoidance,
alterations in mood/cognition, alterations in arousal/reactivity) can be calculated. Since
the PCL-5 has recently been implemented in psychological research due to the release of
the DSM-5, no psychometric studies have been published to evaluate the validity and
reliability of the instrument at this point. However, the earlier version of the PCL
representing the DSM-IV criteria (Weathers et al., 1993), on which the newer version is
based, has been found to share 86% of variance with clinician ratings for the Clinician
Administered PTSD Scale (CAPS) indicating the PCL to be a good indicator of PTSD
symptomology (Blanchard et al., 1996) and has been supported by numerous studies. Of
note, a similar study with trauma-exposed college students examined the psychometric
properties of seven self-report measures of PTSD, including the PCL. The authors
conclude that the PCL demonstrated the best convergent and discriminant validity as well
as the best diagnostic utility compared to other self-report measures of PTSD (Adkins,
Weathers, McDevitt-Murphy, & Daniels, 2008). Internal consistency (Chronbach’s
alpha) for this measure in this sample is .95.
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Participants were divided into a PTSD-positive and a PTSD-negative group indicating
the likelihood of screening positive or negative for a PTSD diagnosis. Following the
guidelines set out by the US Department of Veterans Affairs (2014), to be placed in the
PTSD-positive group, a score of 38 or higher on the PCL-5 is required. Those below a
score of 38 were analyzed in the PTSD-negative group.
Data Analysis
Pearson correlations were used to examine hypotheses 1 and 2 demonstrating the
relations between EA, ER, ER subscales, PTSD total severity, and PTSD symptom
clusters. To determine if EA or ER had a significantly stronger relations with other
variables, Steiger’s z calculations were performed as recommended by Meng, Rosenthal,
and Rubin (1992) using a web utility by Lee and Preacher (2013). Next, to test hypothesis
3, t-tests were used to compare the EA and ER tendencies of participants in the PTSDpositive and PTSD-negative groups. Lastly, for our moderation analyses to test
hypothesis 4, the PROCESS macro for SPSS provided by Hayes (2013) was used.
Results were said to be statistically significant if p " 0.05.
Results
Descriptive statistics revealed that our sample, on average, scored below the PTSD
cutoff for diagnosis according to the PCL-5 (US Department of Veterans Affairs,
2014)(M = 31.89, SD = 14.97). This suggests that although everyone in the sample meets
criterion A (the stressor criterion) for PTSD, most of the sample does not experience
clinically significant PTSD symptoms. Furthermore, the average depression score,
measured by the BDI-II, suggests that the sample experiences very low levels of
depression (M = 3.07, SD = 4.25).
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Pearson r correlations supported hypotheses 1 and 2, showing that EA, as measured by
the AAQ-II, was significantly associated with total ER score and ER subscale scores,
measured by the DERS. These correlations are displayed in Table 2. DERS total score
and most of the DERS subscales were positively correlated with AAQ-II score,
suggesting that higher levels of EA were correlated with a greater extent of difficulty
with ER. These positive correlations were in the range of .18 to .59. A notable exception
to this was that the DERS-Lack of Emotional Awareness subscale showed a modest,
inverse correlation with AAQ-II scores.
We also predicted, in hypothesis 3, that the AAQ-II and DERS would be correlated
with PTSD symptoms via the PCL and that AAQ-II scores would show a stronger
association with overall PCL score and all PTSD symptom clusters than overall DERS
and DERS subscales. Again, the pattern of correlations supported the hypothesis
(correlations are displayed in Table 3). AAQ-II score was more strongly correlated with
all PTSD symptom clusters and overall PCL-5 scores than the total DERS score and
DERS subscale scores. Furthermore, Steiger’s z calculations confirmed that the
correlations between the AAQ-II and PCL-5 total and symptom clusters were
significantly stronger than the correlations between the DERS and PCL scores (all p’s <
0.05).
Hypotheses 4 and 5 predicted that specific DERS subscales would be associated with
PTSD symptom clusters via the PCL-5. Specifically, we expected that the DERS-Impulse
Control Problems and DERS-Difficulties Engaging in Goal-Directed Behavior subscales
would be associated with criterion E (arousal and reactivity symptoms), and the DERSLimited Access to Emotion Regulation Skills, DERS-Lack of Emotional Awareness, and
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DERS-Lack of Emotional Clarity subscales would be associated with criterion D
(alterations in cognition and mood). These hypotheses were generally supported, however,
the DERS-Lack of Emotional Clarity and DERS-Lack of Emotional Awareness subscales
were not significantly correlated with criterion B (re-experiencing) and criterion C
(avoidance), unlike all other subscales.
To further differentiate between EA and ER in the context of PTSD, we divided the
sample into two groups based on their total PCL-5 score. Using a cut score of 38, we
created groups of PTSD-positive and PTSD-negative participants, and then compared
these groups on measures of EA, ER, and ER subscales. The PTSD-positive group, when
compared to the PTSD-negative group, scored significantly higher on the AAQ-II, DERS,
and all DERS subscales (all p’s < 0.01) except the DERS-Lack of Emotional Awareness
subscale. This subscale yielded a statistically significant difference (p < 0.01), but with
the PTSD-negative group reporting a greater lack of emotional awareness. These group
differences are displayed in table 4.
Due to our sample consisting of mainly females, we conducted these analyses
separately for both genders. The results showed a similar pattern for males and females
with the exception being when analyzing PTSD screen status. Females in the PTSDpositive group had statistically significantly higher scores on the PCL-5, DERS, AAQ-II,
and BDI, whereas males in the PTSD-positive group only had statistically significantly
higher scores on the PCL-5 and BDI when compared to the PTSD-negative group.
Lastly, we conducted moderation analyses using the PROCESS macro for SPSS
written by Hayes (2013). Results indicated a significant interaction effect between the
AAQ-II and DERS total score (t = 3.88, p < .0001), in predicting PTSD. In this model,
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the interaction effect between AAQ-II and DERS total scores had a confidence interval
which excluded zero (95% C.I. = .0048 to .0146) indicating that higher PCL-5 scores
were influenced differentially by increased ER difficulty, based on level of EA. Among
those with high AAQ-II scores (high EA), there was a stronger relation between DERS
total and PCL-5 scores, relative to those with low AAQ-II scores. At 1 SD above the
mean on the AAQ-II there was a significant positive association between DERS total and
PCL-5 scores, while at 1 SD below the mean the relation between DERS total and PCL-5
scores was nonsignificant. Additional moderation analyses yielded similar results with a
significant interaction effect between EA and DERS-Nonacceptance of Emotional
Responses (t = 3.71, p < .0002, 95% C.I. = .0162 to .0528), and a significant interaction
effect between EA and DERS-Limited Access to Emotion Regulation Strategies (t =
3.56, p < .0004, 95% C.I. = .0134 to .0464). In both cases, those with high AAQ-II scores
had a stronger relation between each ER subscale and the PCL-5. These relations are
illustrated in figures 1, 2, and 3, respectively.
In summary, the AAQ-II, DERS, DERS subscales, and PCL-5 were all found to be
correlated, with a few exceptions between specific DERS subscales and PCL-5 symptom
clusters. The AAQ-II demonstrated statistically stronger associations with the PCL-5 than
the DERS. Additionally, when divided into PTSD-positive and PTSD-negative groups
based on PCL-5 score, the PTSD-positive group reported higher DERS and AAQ-II
scores. Further analyses also revealed a significant moderation interaction with EA
moderating the relations between the DERS, DERS-Limited Access to ER Strategies, and
DERS-Nonacceptance of Emotional Responses and the PCL-5 total score.
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Discussion
The purpose of this study was to further understand the independent and interactive
contributions of EA and ER to PTSD severity in a sample of trauma-exposed college
students. All participants met criterion A in accordance with the DSM-5 guidelines. The
average PCL score for the sample was below the recommended threshold for identifying
PTSD cases, according to the US Department of Veterans Affairs (2014), however, over
a quarter of participants screened positive.
Moderation analyses showed that the relation between ER difficulties and PTSD
depends on level of EA, such that among those high in EA, there was a positive
association between ER difficulties and PTSD, whereas this relation was nonsignificant
among those low in EA. This was true for the full scale DERS score as well as for two
subscales: Nonacceptance of Emotional Responses, and Limited Access to Emotion
Regulation Strategies. This is important, given that all of these constructs are related as
shown by our correlation analyses. These findings might suggest that indivdiuals who
frequently engage in experiential avoidance may be unlikely to develop the emotional
regulation skills required to cope with a substantial trauma. Among those who engage in
a lesser degree of EA, specific emotional regulation skills seem less consequential with
respect to PTSD.
These results fit with the Kashdan et al. (2005) study finding EA to mediate
maladaptive coping, and ER on anxiety-related distress. When controlled for, EA
accounted for the relation between these constructs and anxiety-related distress
suggesting that through EA, maladaptive coping and ER may influence anxiety-related
distress. These findings as well the preseng findings support the notion that EA is an
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important factor to consider in order to understand the relation between ER and
psychopathology and that EA may play a more basic role than ER when it comes to
psychopathology. It seems EA is influential in predicting or understanding
psychopathology in a mediating or a moderating role.
The fact that our measure of EA was significantly correlated with overall ER
difficulties, as well as all ER subscales was not surprising. All of these relations were in a
positive direction, as expected, except for the association between EA and the ER
subscale indicating a person’s Lack of Emotional Awareness. This negative result was
unexpected given that previous literature has shown a positive relation between EA and a
Lack of Emotional Awareness (Gratz & Roemer, 2003). However, this result may be less
surprising when we consider our sample characteristics. Men typically score higher on
this subscale, indicating less emotional awareness, than women, and since females made
up 75% of our sample, the inconsistent findings may result due to the imbalance of the
sample.
These strong correlations between EA, ER, and specific ER subscales provide further
evidence for the close relation between EA and ER. Interestingly, EA was most strongly
associated with the subscale measuring Limited Access to ER Strategies, even more so
than the ER difficulties total score, and the subscale indicating as person’s
Nonacceptance of Emotional Responses, which seems to be the subscale most closely
related to EA theoretically. Furthermore, EA had the weakest relation with scores on
Lack of Emotional Clarity. Perhaps engaging in EA requires some degree of clarity about
one’s emotions. These results also suggest that EA is more closely related to a lack of
access to ER skills than tied to internal processes and comprehension of emotional states
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such as awareness and clarity of emotions. This may provide evidence that EA is
employed when a person does not possess the skills to adequately regulate their emotions,
and this avoidance is not indicative of a lack of understanding. Another possibility is that
EA may influence people to use certain types of ER strategies.
We also examined the relations between both EA and ER with PTSD. Both EA and
ER were positively correlated with total PTSD severity. Additionally, EA and ER were
significantly associated with each PTSD symptom cluster representing the reexperiencing, avoidance, mood and cognition, and arousal symptoms. Using Steiger’s
test, we formally compared the differences in strength of correlation between the EA and
PTSD and ER and PTSD, and found that EA was significantly more strongly correlated
with PTSD (and PTSD symptom clusters), relative to overall ER difficulties. This
suggests that EA may play a larger role in the development of PTSD, relative to
emotional regulation.
T-tests comparing those screening positive and negative for PTSD also suggested that
those with significant PTSD symptoms engage in more EA, and have a greater degree of
ER difficulty than participants without significant PTSD symptoms. The exception to this
was for Lack of Emotional Awareness, in which case, the PTSD-negative group
demonstrated a greater Lack of Emotional Awareness.
In sum, EA has shown to be strongly related to ER through many domains, and to
have a stronger relation to overall PTSD scores and all PTSD symptom clusters than ER.
This provides evidence that that these constructs clearly overlap, but that EA may be
more meaningful when it comes to understanding PTSD symptomology. Furthermore,
high levels of EA have been found to influence the relation between overall ER
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difficulties, limited access to ER difficulties, and nonacceptance of emotional responses
with PTSD symptomology. This shows that although high use of EA is maladaptive and
contributes to PTSD severity, PTSD severity is impacted greater by ER difficulties,
Limited Access to ER Strategies, and Nonacceptance of Emotional Responses with high
use of EA. Even though, when taken alone, EA seems to be more meaningful to know
about than ER difficulties, together they provide a more comprehensive interpretation,
both providing valuable, unique information, and as such, should be treated as similar but
distinct constructs in research and clinical settings.
Limitations
Aside from the strengths of this study, including a large sample size and use of the
PCL-5, reflecting the newest DSM-5 criteria for PTSD (APA, 2013), there were some
notable limitations to this study. Perhaps the most important is that we did not use
interview-based measures of our constructs. All constructs were measured via self-report
questionnaires, and although these were all validated, clinical interviews are generally
considered more credible in psychological research. However, some research suggests
that people are more likely to accurately report sensitive information in surveys rather
than in-person interviews for fear of revealing embarrassing information about
themselves to another person (Tourangeau & Yan, 2007). Additionally, the online format
may be less controlled than lab-based administration of questionnaires. There is always
the potential for error due to distractions or carelessness, which are more difficult to
recognize than an in-person administration. Additionally, sample characteristics are a
limitation of the study. Seventy-five percent of participants were female which is not a
true representation of the population, which may explain why some of the results were
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not consistent with past research.
Future Studies
In spite of the limitations of the study, the results do suggest that EA and ER are
similar, but distinct constructs and should be treated as such. Researchers should strive to
be clearer when using these constructs. This could be especially important in clinical
research and clinical settings since our research suggests that EA may be more
meaningful to know about when it comes to psychopathology. This is especially relevant
for Acceptance and Commitment Therapy (ACT; Hayes & Wilson, 1994), which focuses
on reducing the tendency to avoid one’s experience of thoughts and feelings. This field
would benefit from research looking into EA and ER as mechanisms for change in
therapies such as ACT. Future studies should also explore the directionally between EA,
ER, and psychopathology. For example, it is possible that EA may influence people to
use particular ER strategies or that ER difficulties may lead to engaging in EA. This
directional question, as well as causality, should be addressed in future studies.
Furthermore, our research focused solely on EA and ER in PTSD, but it is unclear if
these results would hold for other psychological problems and disorders. Future research
should investigate these relations with respect to other psychopathologies such as
depression.
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Table 1
Summary of Sample Demographics
Women
Men
(n = 469) (n = 150)
Age, M (SD)
Race/Ethnicity, n (%)
White/Caucasian
Black/African
American
Hispanic
Asian
American
Indian/Alaska
Native
Other
Multi-racial
Year in School, n (%)
Freshman
Sophomore
Junior
Senior
Other
*p < 0.0001.

Total
Sample
(n = 620)
20.67 (3.90)

df

t

612

-0.11

#2

20.68
(4.90)

20.63
(4.92)

211
(45.0)
202
(43.1)
13 (2.8)
7 (1.5)
1 (0.2)

92 (69.5)

303 (48.9)

1

12.15*

41 (27.5)

243 (39.2)

1

11.80*

2 (1.3)
3 (2.0)
0 (0)

15 (2.4)
10 (1.6)
1 (0.2)

1
1
1

1.00
0.184
0.320

28 (6.0)
7 (1.5)

6 (4.0)
5 (3.4)

34 (5.5)
12 (1.9)

1
1

0.695
2.03

236
(50.4)
126
(26.9)
52 (10.1)
50 (10.1)
4 (0.9)

76 (51.4)

312 (50.3)

1

0.005

38 (25.7)

164 (26.5)

1

0.137

20 (13.5)
11 (7.4)
3 (2.0)

72 (11.6)
61 (9.8)
7 (1.1)

1
1
1

0.558
1.42
1.34
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Table 2
Correlations Between Measures of ER, EA, and Depression
Measures

1

1. AAQ-II

-

2

3

4

5

6

7

8

2. DERS Total

.53**

-

3. DERS-GOALS

.41**

.78**

-

4. DERS-IMPULSE

.50**

.79**

.55**

-

5. DERSNONACCEPT

.51**

.73**

.52**

.56**

-

6. DERS-AWARE

-.10*

.33**

.13**

.04

-.17**

-

7. DERSSTRATEGIES

.59**

.89**

.70**

.76**

.70**

.03

-

8. DERS-CLARITY

.18**

.50**

.24**

.33**

.20**

.31**

.30**

-

9. BDI-II

.53**

.46**

.40**

.48**

.47**

-.19**

.57**

.03

Note. DERS-GOALS = Difficulties engaging in goal-directed behavior, DERS-IMPULSE =
Impulse control difficulties, DERS-NONACCEPT = Nonacceptance of emotional responses,
DERS-AWARE = Lack of emotional awareness, DERS-STRATEGIES = Limited access to
emotion regulation strategies, DERS-CLARITY = Lack of emotional clarity
*p " 0.05. **p " 0.01.
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9

-

Table 3
Correlations Between Measures of ER and EA with PTSD Total and Cluster Scores
Measures
PCL-B
PCL-C
PCL-D
PCL-E

PCL Total

AAQ-II

.44**

.43**

.55**

.51**

.55**

DERS Total

.36**

.33**

.43**

.42**

.44**

GOALS

.22**

.22**

.32**

.32**

.32**

IMPULSE

.35**

.31**

.41**

.42**

.43**

NONACCEPT

.39**

.35**

.48**

.42**

.47**

AWARE

-.073

-.062

-.18**

-.14**

-.14**

STRATEGIES

.41**

.38**

.53**

.49**

.52**

.07

.08

.09*

.11**

.10*

CLARITY

BDI-II
.40**
.35**
.52**
.52**
.52**
Note. PCL-B = re-experiencing, PCL-C = avoidance, PCL-D = alterations of mood and cognition,
PCL-E = arousal and reactivity, DERS-GOALS = Difficulties engaging in goal-directed behavior,
DERS-IMPULSE = Impulse control difficulties, DERS-NONACCEPT = Nonacceptance of
emotional responses, DERS-AWARE = Lack of emotional awareness, DERS-STRATEGIES =
Limited access to emotion regulation strategies, DERS-CLARITY = Lack of emotional clarity
*p " 0.05. **p " 0.01.
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Table 4
Means and Standard Deviations of Measures with Comparisons Between PTSD-positive and
PTSD-negative Groups
Group
PTSDPTSDMeasures
Total Sample
df
t
positive
negative
M (SD)
M (SD)
M (SD)
PCL-5
52.63(12.78)
24.13(5.07)
31.89(14.97)
597 -39.11*
DERS Total

98.61(21.46)

83.41(15.84)

87.49(18.88)

597

-9.43*

GOALS

14.67(4.26)

12.26(3.85)

12.92(4.10)

597

-6.64*

IMPULSE

14.25(4.99)

11.04(3.16)

11.91(4.02)

597

-9.31*

NONACCEPT

15.48(6.35)

10.51(4.80)

11.84(5.67)

595 -10.26*

AWARE

19.79(5.65)

21.70(5.45)

21.17(5.58)

597

STRATEGIES

21.13(6.83)

15.14(4.64)

16.76(5.97)

597 -12.26*

CLARITY

13.33(3.05)

12.78(2.17)

12.91(2.48)

597

38.02(8.02)

29.13(6.93)

31.50(8.30)

590 -13.30*

AAQ-II

3.78*

-2.45*

BDI-II
6.10(5.35)
2.01(3.15)
3.07(4.25)
596 -11.49*
Note. DERS-GOALS = Difficulties engaging in goal-directed behavior, DERS-IMPULSE =
Impulse control difficulties, DERS-NONACCEPT = Nonacceptance of emotional responses,
DERS-AWARE = Lack of emotional awareness, DERS-STRATEGIES = Limited access to
emotion regulation strategies, DERS-CLARITY = Lack of emotional clarity
*p " 0.0001.
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Figure 1. Simple plot of EA in a moderating role with DERS total score predicting PTSD
total score.
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Figure 2. Simple plot of EA in a moderating role with DERS-Nonacceptance of
Emotional States predicting PTSD total score.

33

Figure 3. Simple plot of EA in a moderating role with DERS-Limited Access to ER
Strategies predicting PTSD total score.
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